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Trends in Human Immunodeficiency Virus Infection 
among Civilian Applicants for Military Service — 
United States, October 1985—March 1988 


Since October 1985, the U.S. Department of Defense has routinely tested civilian 
applicants for military service for serologic evidence of infection with human 
immunodeficiency virus type 1 (HIV-1). 

From October 1985 through March 1988, 1,525,869 recruit applicants were tested; 
presence of HIV-1 antiboGy was confirmed by enzyme immunoassay and Western 
blot in 2152 (1.4 per 1000). During this period, seroprevalence rates based on 6-month 
intervals decreased from 1.5 to 1.2 per 1000 applicants (Table 1). 

Between the first and last intervals, seroprevalence rates showed a statistically 

significant decrease among male recruit applicants. During the same time period, 
prevalence of HIV-1 antibody remained unchanged among female applicants 
(Table 1). Overall, the number of applicants for military service decreased by 
approximately 12%. 
Reported by: MR Peterson, LT COL, USAF (BSC), J Bircher, PhD, Office of the Assistant Secretary 
of Defense (Health Affairs), Washington, DC. AIDS Program, Center for infectious Diseases, CDC. 
Editorial Note: Applicants for U.S. military service constitute a geographically di- 
verse group of young, apparently healthy persons who are systematically tested for 
evidence of HIV-1 infection. The interpretation of seroprevalence trends in this group 
is complicated by two important considerations. First, social and demographic 
characteristics of military applicants differ from those of the U.S. civilian population 
in the same age groups. Males and racial and ethnic minorities are overrepresented 
among applicants, while certain groups at high risk for HIV-1 infection, including 
homosexual men and intravenous (IV)-drug users, are subject to exclusion from 
military service. Second, characteristics of the applicant population have probably 
changed over time because of increased self-deferral of persons who suspect that 
they have been exposed to HIV-1. 

Seroprevalence among military applicants was reported to be stable after the first 
6, 15, and 24 months of testing (1-4 ). However, these data are derived from a series 
of cross-sectional surveys. Direct measurement of incidence of HIV-1 infection is 
possible only in cohort studies, which detect new infections in a specified population 
over time. For example, among several cohorts of homosexual and bisexual men, 
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incidence of HIV-1 infection has decreased (4). For other groups, such as IV-drug 
users and heterosexually active persons, comparable data are not available. 

The apparent decrease in seroprevalence among military recruit applicants is 
limited to males. This trend probably reflects increasing self-deferral among high-risk 
males, as well as other factors. The stable seroprevalence rate among female 
applicants is consistent with the possibility that women may be less aware of their 
risk for HIV-1 infection and thus less likely to self-defer. Risk factor information for 
seropositive recruit applicants will assist in interpreting these observations. 

The 50% decline in seroprevalence among white males, who constitute nearly two 
thirds of recruit applicants, dominates the observed trend for all applicants. Because 
the dynamics of the HIV-1 epidemic differ among demographic subgroups, it is 


TABLE 1. HIV-1—antibody seroprevalence in civilian applicants for military service — 
United States, October 1985—March 1988 





Seroprevalence, by 6-month interval 
No. No. prevalence 10/85— 4/86— 10/86— 4/87- 10/87- 
Group tested positive’ (per 1000) 3/86 9/86 3/87 9/87 3/88 p value’ 
Total® 1,525,869 2,152 14 15 15 15 1.3 1.2 <0.001 
Region 
Northeast 259,732 573 2.2 2.4 2.4 2.3 2.0 1.8 <0.05 
North Central 401,543 298 0.7 0.8 0.7 0.8 0.8 0.5 NS 
South 558,106 868 1.6 1.6 1.8 1.6 1.3 1.5 NS 
West 289,990 339 1.2 1.4 1.2 1.2 1.2 0.8 
U.S. 
territories 13,486 74 5.5 7.3 4.6 8.4 3.0 3.5 
Age group (yrs) 
17-19 796,851 307 0.4 0.4 0.4 0.3 0.4 0.3 
20-24 470,577 869 1.8 1.8 2.0 2.0 1.8 1.5 
25-29 150,768 601 4.0 4.6 4.0 4.1 3.2 3.8 
230 107,673 3.5 43 3.2 3.8 3.0 3.3 
Males 
Allt 1,314,646 1.5 1.7 1.7 1.6 1.4 1.2 
Black 228,142 4.5 4.6 5.1 5.1 3.6 4.0 
Hispanic 63,488 2.3 2.4 2.0 3.1 2.0 18 
White 978,519 0.8 1.0 0.8 0.7 0.8 0.5 
Females 
Allt 211,222 0.7 0.7 0.7 0.6 0.7 0.8 NS 
Black 58,220 1.6 1.6 1.4 1.8 1.6 2.0 NS 
Hispanic 7,781 0.5 oe ee tad ad oe oe 
White 138,219 0.3 0.3 0.3 0.1 0.4 0.3 NS 


*Repeatedly reactive enzyme immunoassay confirmed by Western blot. 

*Chi-square test for trend; NS indicates p>0.05. 

‘includes 3012 applicants from regions other than those shown and 1 applicant with sex 
unknown (all seronegative). 

‘includes groups other than black, white, or Hispanic. 

**insufficient data. 
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important to monitor subgroup-specific trends in seroprevalence among military 
applicants (5,6). These data will permit comparisons with those from other screened 
volunteer populations (e.g., blood donors and Job Corps entrants), as well as from 
surveys of populations less subject to self-selection biases (e.g., hospital patients and 
childbearing women) (7,8). 
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Renal Agenesis Surveillance — United States 


Based on data from the Birth Defects Monitoring Program (BDMP)*, since 1970, the 
reported prevalence of kidney defects coded under the International Classification of 
Diseases (ICD) code 753.0 has increased threefold in the United States (Figure 1). To 
determine whether this reflected a true increase or resulted from a change in 
detection or reporting practices, CDC evaluated information about cases from 590 
(88%) of 674 hospitals reporting to the BDMP at least one newborn with a kidney 
defect coded as 753.0 from 1970 through 1983. During 1970-1978, this code was 
classified only as renal agenesis—the congenital absence of one (unilateral) or both 
(bilateral) kidneys—and during 1979-1983, as renal agenesis and dysgenesis (ab- 
normal kidney formation). This evaluation showed that the increase in reported cases 
of renal agenesis actually reflected changes in reporting of other renal anomalies. 
These findings have implications for surveillance of birth defects and suggest that 
differences may exist between actual clinical diagnoses and the coding of these 
medical conditions. 

Newborns with bilateral renal agenesis have low-set, floppy ears, a broad, flat 
nose, and underdeveloped lungs. These newborns often die of respiratory failure 


*The BDMP, initiated by CDC in 1974, is a surveillance system for monitoring birth defects in 
newborns. The system comprises two data bases: the Commission on Professional and Hospital 
Activities (CPHA), which contains data since 1970, and the McDonnell Douglas Health Informa- 
tion System (MDHIS), which has data available since 1982. 
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within a few hours of birth. Lungs of infants with at least one functional kidney usually 
develop normally; thus, unilateral renal agenesis is often not detected during the 
perinatal period. 

The cases in this evaluation included 1404 newborns with an ICD code of 753.0. 
Participating hospitals provided copies of the discharge summary, pathology reports, 
and x-ray reports. For 966 (69%) of the infants, hospital reports supported the 
diagnosis of renal agenesis or renal dysgenesis. Of these, 468 (48%) had bilateral 
renal agenesis, 105 (11%) had one agenic and one dysgenic kidney, 229 (24%) had 
bilateral renal dysgenesis, 136 (14%) had unilateral renal agenesis, and 28 (3%) had 
unilateral renal dysgenesis. 

For the 14-year period 1970—1983, clinical reports of anomalies coded to 753.0 
showed the following trends: 1) the annual frequency of bilateral renal agenesis 
varied considerably but appeared to increase slowly; 2) the prevalence at birth of one 


(Continued on page 685) 
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TABLE ll. Notifiable diseases of low frequency, United States 
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TABLE Ill. Cases of specified notifiable diseases, United States, weeks ending 

November 5, 1988 and November 7, 1987 (44th Week) 
Aseptic | _ Encephalitis e ' Hepatitis (Viral), by type 
citi Mente | Primary | OS" | (Civilian) * NA.NB 


1988 1988 1988 1988 1987 1988 
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TABLE Ill. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
November 5, 1988 and November 7, 1987 (44th Week) 
Measles (Rubeola) Menin- 
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TABLE lll. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
November 5, 1988 and November 7, 1987 (44th Week) 
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TABLE IV. Deaths in 121 U.S. cities,* week ending 
November 5, 1988 (44th Week) 
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agenic and one dysgenic kidney remained constant; 3) the annual frequency of 
unilateral renal agenesis varied, although the number of infants with this diagnosis 
was small, and most cases were found incidentally during autopsy; and 4) the 
incidence of bilateral renal dysgenesis increased 10-fold from 0.03 per 10,000 births in 
1970 to 0.33 per 10,000 births in 1983. 

These findings suggest that the reported increase in kidney anomalies coded as 
753.0 was not due primarily to increased incidence in renal agenesis but to increases 
in other renal anomalies, including renal dysgenesis. Because renal dysgenesis was 
not specifically listed under ICD code 753.0 before 1980, it may have been coded 
under cystic kidney disease (ICD 753.1). Consequently, to determine whether coding 
practice alone might account for the increase in renal dysgenesis, statistical data for 
cystic kidney disease were also examined. This examination revealed that before 
1980, the reported prevalence of cystic kidney disease (753.1) was decreasing, while 
the reported prevalence of renal agenesis (753.0) increased. In addition, during 
1980-1983, prevalence rates for both cystic kidney disease (753.1) and renal agenesis 
and dysgenesis (753.0) increased. Data from the BDMP surveillance system also 
suggest that since 1980, the prevalence of congenital ureteral obstruction, a condition 
often associated with polycystic kidneys, has increased. Hence, the apparent increase 
in renal dysgenesis appears to be independent of changes in ICD revisions and coding 
practices. 

Although data on birth defects from the MDHIS are available only since 1982, 
prevalence rates of renal agenesis reported through this system from 1982 through 
1987 have increased slightly (Figure 2). For this same time period, average annual 
prevalence of reported cases of renal agenesis per 10,000 births was similar for both 
BDMP components: CPHA (1.9) and MDHIS (1.6). Stillbirths in the CPHA data partly 
account for the slightly higher rate reported by this system. 


Reported by: Birth Defects and Genetic Diseases Br, Div of Birth Defects and Developmental 
Disabilities, Center for Environmental Health and Injury Control, CDC. 


FIGURE 1. Trends in reported incidence of kidney defects coded as ICD 753.0*, by 
quarter of birth — Birth Defects Monitoring Program/Commission on Professional 
and Hospital Activities, 1970-1987 
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*Rates per 10,000 total births. (Numerator and denominator include stillbirths and live births.) 
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Editorial Note: The BDMP provides medical information on about 1.3 million new- 
borns per year, or 35% of U.S. births. Hospital discharge abstracts on these newborns 
are coded by hospital medical records personnel and submitted regularly to CPHA or 
MDHIS for processing. The major difference between the two systems is that 
stillbirths are included in the CPHA data but not in the MDHIS data. 

CDC analyzes 161 birth defect categories to identify unusual trends and geographic 
differences within the CPHA and MDHIS data (7). Defects are usually reported 3-6 
months after an affected infant's birth, and the data are reviewed four times a year. 
Although these data sources are not population-based and are not a random sample 
of U.S. births, they nevertheless represent the largest single set of uniformly collected 
and coded discharge data on birth defects among newborns in the United States. 

The number of cases of renal agenesis confirmed by clinical data appears to be 
relatively constant. However, the prevalence of a variety of other renal anomalies, 
including renal dysgenesis, although still rare, appears to be increasing. Renal 
anomalies, however, often occur along with other anomalies of the genital tract. 
Since renal dysgenesis may be a sentinel event, then an increase in this birth defect 
suggests that other, less severe genitourinary anomalies also may be increasing. 

The BDMP will continue to monitor reports of renal agenesis and dysgenesis as 
well as other birth defects to detect changes in the prevalence of anomalies by 
geographic area. This monitoring will aid in identifying and eliminating causes of 
congenital malformations. 

Reference 
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FIGURE 2. Trends in reported incidence of kidney defects coded as ICD 753.0*, by 
quarter of birth — Birth Defects Monitoring Program/McDonnell Douglas Health 
information System, 1982-1987 
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FIGURE |. Reported measles cases — United States, Weeks 40-43, 1988 
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